Clotting time, bleeding time, clot retraction were within normal limits. Liver functions: tests normal. Blood calcium, blood fibrinogen, normal. Treatment.-Blood transfusions, iron, Rutin, vitamins including ascorbic acid, Anthisan, Antistin have had no curative effect. She was presented to the Clinical Section and the following suggestions considered:
(1) Emotional menorrhagia: investigated and excluded.
(2) Self-induced bruises: excluded after careful consideration.
(3) Telangiectasia: no evidence to support the diagnosis on clinical grounds. (4) HWmophilia, purpura or other blood disease including the leukxmias: no supporting evidence.
Follow up.-Treatment has been continued by Dr. S. L. Kaye on the following basis:
(1) That the menorrhagia is of endocrine origin, probably ovarian and the pain is related in some way to the ovary or to bleeding between its peritoneal coats.
(2) The "bruising" is secondary to the long-continued haemorrhage resulting in "capillary oozing". This was the explanation thought most likely when the case was discussed with Dr. Parkes Weber.
Testosterone 25 mg. by injection twice weekly. This appeared to give excellent results at first but then was abandoned because of troublesome acne. Ethisterone mg. 10, Ethinyl cestradiol 0 03 mg. daily for sixteen days in an arbitrary cycle. This also appeared to produce non-bleeding intervals and it was hoped that the menorrhagia would gradually diminish and the normal period re-establish itself. However, the patient recently suffered a fall and up to the time of writing has been confined to bed with flooding and severe right iliac fossa pain. Future plan.-It is proposed to perform a dilatation and curettage of uterus; if this produces no significant findings or benefit then a laparotomy, and if no abnormality can be found in the pelvis, to proceed with a hysterectomy. Mrs. B., aged 38. Married. One child aged 6.
Worked in a laundry from the age of 14, and was employed on hand ironing. At the age of 22, when the weather was cold there was occasional deadness and numbness at the tip of the third finger of the left hand. A year later all the fingers of the left hand were involved. Three years after the changes began in the hands, a similar condition started in the feet. A bilateral cervical sympathectomy was performed in 1947 at Guy's Hospital. The flexion of the fingers gradually increased, and the condition in the feet and legs had become so bad that a lumbar sympathectomy was undertaken in 1948. It was noticed at this time that there was loss of elasticity in the skin of her face. During 1949 stiffness across the chest was also noticed. In January 1950 a course of foam baths was given. After this, she was able to open her mouth with comparative ease (Figs. 1 and 2) , and the stiffness in the skin was also markedly improved. November 1948: History of swelling proximal to the joint. Thought to be a ganglion but somewhat atypical.
29.4.49: Operation (with bloodless field). Dissection of the tumour. Immediately the skin was reflected the tumour was seen to be quite unlike a ganglion but solid and greyish yellow in colour and deeply grooved by the abductor pollicis longus and the extensor pollicis brevis; it was considered probably to be a xanthoma. Pathological report by Dr. R. W. P. Johnson: "A pseudo-xanthoma of the tendon sheath." "This is a giant-cell tumour arising from a tendon sheath. These tumours have in the past been given many different names, most of which are quite inappropriate; for example they have been called "myelomas" or "myeloid tumours" although they have no connexion whatever with myeloid tissue. "Giant-cell tumour" is also an unsatisfactory term as the tumours do not invariably contain giant cells. It is now known that these tumours arise from the synovial cells of a tendon sheath and the correct designation is therefore synovioma. The synovial cells are thought to be modified fibroblasts.
Occasionally, as in this case, the tumours have a yellowish colour due to the presence of lipoid material in the tumour cells; the name xanthoma has been applied to this type of tumour, but this is also a misleading term, as true xanthomata are found in certain diseases of fat metabolism. The present tumour should therefore be called a xanthomatous synovioma. It is benign, but there is a possibility of recurrence if the surgical removal was incomplete." April 1950: Remains satisfactory. This case might also be termed "Synovioma of Tendon Sheath". History.-At about the age of 8 an abnormal swelling was first noticed in the left side of the neck. This has gradually and slowly increased in size ever since, and has recently spread to the pre-auricular area (Fig. 1) . It gives rise to very few symptoms-mainly difficulty in using the telephone-left-sided headaches and discomfort on pressure on the left side of the neck.
Past history. -1938: Hysterectomy and oophorectomy. 1940: Cholecystectomy. Examination shows a well-marked arteriovenous aneurysm on the left side of the neck. B.P. 170/96 on 8.2.50. X-rays of skull and chest negative. X-ray of cervical spine shows pressure erosion of transverse processes on the left side. W.R. negative. No glycosuria.
Mr. Rex Lawrie: I am doubtful if the symptoms or prognosis justify operation. If it is necessary to ligate a main carotid artery to control the fistula, it is usually considered safe to do so if no hemiparesis occurs within forty-five minutes of applying a temporary clamp to the vessel under local anesthesia.
